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INTRODUCTION:  There  is  a high  incidence  of  gallstones  in  the  Chilean  population.
PRESENTATION  OF  CASE:  We  report  on  a 57-year-old  man  who  complained  of  abdominal  pain  in  the
right  upper  quadrant.  Abdominal  ultrasound  indicated  acute  cholecystitis  and  a single,  extremely  largevailable online 23 July 2011
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pear-shaped  gallstone  (16.8  cm  long,  and  7.8  cm  at its  widest  point  and  4.1  cm  at  its  narrowest  point).  Its
fresh  weight  (at  operation)  was  278.0  g  and,  after  4 years,  its dry  weight  was  259.5  g. Emergency  classical
cholecystectomy  was  carried  out  successfully.
DISCUSSION  AND  CONCLUSION:  We  have  been  unable  to  ﬁnd  a report  of  a  larger  gallstone  in the English
or  Spanish  language  medical  literature.allstones, giant
. Introduction
As in all Andean countries, gallstones are common in adults in
hile,1,2 with an incidence of 20% in the general population, rising
o 50% in adult women.3,4 Complications from gallstones are the
econd most common reason for hospital admission, and are associ-
ted with a high mortality.3 Although the causative factors relating
o the development of gallstones are multiple, environmental and
enetic factors play signiﬁcant roles.5–7 Ethnicity is probably an
mportant risk factor for gallstone disease in Chile.
. Case report
The patient was a 57-year-old man, with type 2 diabetes and
ypertension, who had been known to have an asymptomatic sin-
le giant gallstone for at least 10 years. He had undergone coronary
rtery bypass grafting for coronary atherosclerosis 2 years previ-
usly. He was admitted through the emergency room at Hospital
linico de Vin˜a del Mar  in December 2004, with a 2-day history of
rogressively increasing abdominal pain in the right upper quad-
ant, associated with nausea and general weakness. At the time of
dmission, his medications consisted of glibenclamide, enalapril,
nd aspirin.
On examination, he was febrile, but hemodynamically stable.
e was not jaundiced. The abdomen was tender, particularly in the
pper right quadrant, where the gallbladder was palpable, with a
ositive Murphy’s sign.
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Laboratory tests showed a white blood cell count of
17,000/mm3, an erythrocyte sedimentation rate of 59 mm in 1 h,
and a C-reactive protein of 48 mg/dL. Other blood tests (BUN, crea-
tinine, glucose, AST, ALT, GGT, bilirubin, and alkaline phosphatase)
were normal. Abdominal ultrasound demonstrated a thickened
gallbladder wall and a single giant pear-shaped gallstone (esti-
mated initially to be approximately 17 cm long × 10 cm at its
maximum width and 5 cm at its minimum width). No abnormality
was  detected in the biliary tract, and there was  no intra-abdominal
collection of ﬂuid.
Classical cholecystectomy was  carried out as an emergency on
the day of admission. At operation, the ﬁndings of abdominal ultra-
sound were conﬁrmed, but the ﬁnal measurements of the gallstone
were 16.8 cm long, and 7.8 cm at its widest point and 4.1 cm at its
narrowest point (Fig. 1). The patient did well postoperatively, and
was  discharged in good condition on the ﬁfth day.
Histological examination of the gallbladder showed acute chole-
cystitis, with no sign of malignant neoplasia. Qualitative chemical
analysis of the gallstone indicated a mixed type gallstone contain-
ing cholesterol, bilirubin, and calcium salts.
3. Discussion
We  report this case of giant gallstone because we have been
unable to ﬁnd a report of such a large gallstone in either the English
or Spanish language medical literature.8–13 To our knowledge, the
largest gallstone reported hitherto – considered to be congenital by
the authors – was  one of 18 cm length, but only 4 cm in maximum
Open access under CC BY-NC-ND license.width, which is smaller in volume and weight than the (acquired)
gallstone reported here.
In our patient, cholecystectomy was  indicated and had been
advised many years earlier, but the patient did not wish to undergo
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he surgical procedure because at that time (i) he remained asymp-
omatic and (ii) he suffered from coronary artery disease (for which
e subsequently underwent surgical revascularization). His reluc-
ance to undergo an elective operation resulted in him ﬁnally
aving to undergo a high-risk operative procedure as an emer-
ency.
Those of Amerindian ethnicity are well-known to experience a
igh incidence of gallstones,1,2 though the exact reasons for this
re uncertain. The high incidence of gallstones in the general pop-
lation of Chile and other Andean countries may  well be related to
he presence of Amerindian genes in the population.5–7
A relationship between gallstones and coronary artery disease
as been reported,14,15 probably because both diseases have com-
on  risk factors, such as smoking, physical inactivity, diet, obesity,
iperlipidemia, low serum high density lipoprotein–cholesterol,
nd abstention from alcohol.16–21 However, there is no evidence
o indicate that the presence of coronary artery disease is itself a
actor in the development of gallstones or vice versa.22
onﬂict of interest statement
None.
unding
None.onsent
Written informed consent was obtained from the patient for
ublication of this case report and accompanying images. A copyPEN  ACCESS
rgery Case Reports 2 (2011) 228– 229 229
of the written consent is available for review by the Editor-in-Chief
of this journal on request.
References
1. Moro PL, Checkley W,  Gilman RH, Lescano G, Bonilla JJ, Silva B, et al. Gall-
stone disease in high altitude Peruvian rural populations. Am J Gastroenterol
1999;94:153–8.
2.  Roa I, Araya JC, Wistuba I, Villaseca M,  Aretxabala X. Colelitiasis en la I X región.
Estudio de autopsias en una población de alta proporción mapuche. Rev Méd
Chile 1991;119:1317–71.
3. Covarrubias C, Valdivieso V, Nervi F. Epidemiology of gallstone disease in Chile.
In:  Capocaccia L, et al., editors. Epidemiology and prevention of gallstone disease.
Lancaster, England: MTP; 1984. p. 26–30.
4.  Nervi F, Duarte I, Gómez G, Rodríguez G, Del Pino G, Ferrerio O,  et al. Frequency
of  gallbladder cancer in Chile, a high risk area. Int J Cancer 1988;41:657–60.
5.  Méndez-Sanchez N, Vega H, Uribe M,  Guevara L, Ramos MH,  Vargas-Vorackova
F.  Risk factors for gallstone disease in Mexicans are similar to those found in
Mexican-Americans. Dig Dis Sci 1998;43:935–9.
6.  Miquel JF, Covarrubias C, Villaroel L, Mingrone G, Greco AV, Puglielli L, et al.
Genetic epidemiology of cholesterol cholelithiasis among Chilean Hispanics,
Amerindians and Maoris. J Gastroenterol 1998;115:937–46.
7.  Comess LJ, Bennett PH, Burch TA. Clinical gallbladder disease in Pima Indians:
its high prevalence in contrast to Framingham, Massachusetts. N Engl J Med
1967;277:894–8.
8.  Ekici Y, Yagmurdur M,  Moray G, Haberal M.  A giant gallstone. Turk J Gastroen-
terol 2007;18:133–4.
9. Maeda Y, Setoguchi T, Yoshida T, Katsuki T. A giant gallbladder. Gastroenterol
Jpn  1979;14:621–4.
10. Lopez-Martínez JA, Delgado-Carlo MM,  Palacio-Vélez F, Arenas-Espino G,
Granja-Posada E, Senado-Lara I, et al. Bouveret‘s syndrome. Case report. Cir
Cir  2004;72:317–22.
11. Andersen PS, Petersen JK. Colonic ileus caused by a giant gallstone. Ugeskr Laeger
1998;160:4653–4.
12. Herbetko J, Burhenne HJ. Extracorporeal shockwave lithotripsy for a giant cal-
ciﬁed gallbadder stone. Case report. Acta Radiol 1992;33:128–30.
13.  de Juan Martin M,  Rodríguez Vila A, Capdevilla Puerta A, Taboada Filgueira L,
Ghanime Saide G. Giant molded gallbladder stone in biliary lithiasis following
choledochal ascariasis. Rev Esp Enferm Apar Dig 1985;67:362–5.
14. Bortnichak EA, Freeman Jr DH, Ostfeld AM,  Castelli WP,  Kannel WB,  Feinleib
M, et al. The association between cholesterol cholelithiasis and coronary heart
diseases in Framingham, Massachusetts. Am J Epidemiol 1985;121:19–30.
15.  Dickerman JL. Gallbladder disease and coronary artery disease: is there a link?
J  Am Osteopath Assoc 1991;91:359–61.
16. McMichael AJ, Baghurst PA, Scragg RK. A case-control study of smoking and
gallbladder disease: importance of examining time relations. Epidemiology
1992;3:519–22.
17. Misciagna G, Centonze S, Leoci C, Guerra V, Cisternino AM,  Ceo R, et al. Diet,
physical activity, and gallstones – a population-based, case-control study in
southern Italy. Am J Clin Nutr 1999;69:120–6.
18.  Spirt BA, Graves LW,  Weinstock R, Bartlett SJ, Wadden TA. Gallstone formation
in obese women treated by a low-caloric diet. Int J Obes Relat Metabol Disord
1995;19:593–5.
19. Shinichi K, Kono S, Honjo S, Imanishi K, Hirohata T. Serum lipids and gallstone
disease. Ann Epidemiol 1993;3:614–8.
20. Thijs C, Knipschild P, Bombacker P. Serum lipids and gallstones: a case-control
study. Gastroenterology 1990;99:843–9.
21. La Vecchia C, Decarli A, Ferraroni M,  Negri E. Alcohol drinking and prevalence
of  self-reported gallstone disease in the 1983 Italian National Health Survey.
Epidemiology 1994;5:553–6.
22. Tazuma S. Homocysteine and gallstone disease: is hyperhomocysteinemia
a  prerequisite for or secondary to gallstone formation? J Gastroenterol
2005;40:1085–7.
